Objective. To assess the impact of community-based management of acute malnutrition among children under 5 years of age and its operational challenges.
Background
Despite substantial achievements that the country has made in reducing maternal and child mortality, undernutrition remains a significant public health problem among Sri Lankan children.
With the hostilities that raged on between the Government of Sri Lanka and the Liberation Tigers of Tamil Eelam, many people were left homeless and displaced in the Northern and Eastern provinces of Sri Lanka. But after the implementation of the peace treaty in 2001, many displaced people returned to their homes. Ironically, just as the smoke of war began to settle, uncertain times began yet again, after a short period of peace. The re-emergence of conflict led to displacement of populations and establishment of camps for displaced people in schools, churches, temples, etc. Many families were repeatedly displaced during the past 5 years, before the peace process, and even the 2004 tsunami did not spare them.
Jaffna District in the extreme north of the country was one of those districts affected by the conflict and population displacement. Approximately 599,000 people were living in a land area of 1,025 km 2 in Jaffna District. The district is known as the Jaffna Peninsula because it is nearly surrounded by the sea and is joined to the mainland at only one point. The majority of the population in the district are of Sri Lankan Tamil ethnicity and Hindu religion.
Health and nutrition services in the district were provided through the well-structured network of free government health services, administered by the Regional Director of Health Services (RDHS) under the policy guidance of the central Ministry of Health, which provides both preventive and curative health services. Preventive health services were provided through maternal and child health clinics by public health staff. The services include immunization, deworming, growth monitoring and promotion, vitamin A supplementation, supplementary feeding program for children with growth faltering, and others. Curative health services were provided through a network of hospitals by the government health staff. Although trained human resources were limited in the district, extensive coverage was achieved through mobile clinics and specialized medical services with the assistance of United Nations agencies and various nongovernmental organizations.
Food distribution for the whole district was mainly provided by the Government Agent with the assistance of the World Food Programme (WFP). However, the supply was not regular due to closure of the main road that links Jaffna with the rest of the country and the security and logistic difficulties of sea transport. This led to limited availability of foods in retail shops and a drastic rise in food prices. At the same time, disruption of livelihood activities constrained people's capacity to purchase food, resulting in an alarmingly high percentage of the population under the threat of nutrition insecurity.
In June 2006, a nutrition survey conducted in the district by the Medical Research Institute found prevalence rates of global wasting (< -2 SD of weight-for-height), stunting (< -2 SD of height-for-age),and underweight (< -2 SD of weight-for-age) in children under 5 years of age of 15.9%, 17.9%, and 27.9%, respectively [1] . The prevalence of severe wasting (< -3 SD of weightfor-height) was 1.3%, and the prevalence of moderate wasting (between -3 SD and -2 SD of weight-forheight) was 14.6%. In August 2006, the affordability of food among the lower socioeconomic groups became an issue due to the closure of the main road to Jaffna District, which was the only land entry point. A second nutrition survey in November 2006 found that among children under 5 years of age, the prevalence of global acute malnutrition (GAM) was 18.0% and the prevalence of severe acute malnutrition (SAM) was 3.5%. The rates of stunting and underweight were 18.2% and 30.8%, respectively. However, no cases of kwashiorkor or marasmus were reported [2] .
Methods
Jaffna has seven Medical Offices of Health Areas under the administration of the RDHS. The field health staffs in Jaffna were extremely understaffed, with less than a third of the cadre in place. Seven Medical Offices of Health Areas that were supposed to be managed by medical officers were managed by Senior Public Health Inspectors. The RDHS office also had limited supervisory capacity due to lack of supervising staff. Therefore, the implementation of the Nutrition Rehabilitation Program was done in six phases: planning phase, implementation phase 1, national review, implementation phase 2, maintenance phase, and evaluation phase by the RDHS Jaffna in collaboration with the Department of Nutrition, the Medical Research Institute, and UNICEF, as shown in table 1.
Planning phase
During the planning phase, a range of activities was implemented. Consensus was built on the need for the establishment of the Nutrition Rehabilitation Program, and a manual for health workers on the management of acute malnutrition was prepared, adopting the World Health Organization (WHO) manual but excluding the provision of antibiotics for all children [3] [4] [5] .
Capacity-building. Health staff were provided with a series of three one-day training sessions during a 2-month period of hands-on training in taking anthropometric measurements,implementation of the Nutrition Rehabilitation Program at the community level, and implementation of the Nutrition Rehabilitation Program at the hospital level. Initial training sessions were completed in January and February 2007. Then monthly 1-or 2-day visits for 6 months for support, refresher training, ad hoc training, problem-solving sessions, simulation sessions, and assistance with supplies were held. Ministry of Health and UNICEF staff provided ongoing supervision and assessment of adherence to the guidelines. All of the supplies were kept ready, and stocks were also identified for 1 year. Registration and monitoring forms and utensils needed to prepare therapeutic milk were procured and distributed to hospitals. Therapeutic food. Formula 100 (F-100) therapeutic milk for hospital management of children with SAM and BP-100 biscuits and Plumpy'Nut spreads for community-based management of children with SAM were used as ready-to-use-therapeutic food (RUTF). A daily ration of 200 kcal per kilogram of body weight was provided for each child (table 2) .
Supplementary food and other supplies. All children with moderate acute malnutrition (MAM) were provided with 100g of high-energy biscuits (HEBs), containing 450 kcal.
Blanket feeding and other routine programs. Based on the prevalence of wasting, food availability, and aggravating factors such as population displacements, the Ministry of Health, with the support of the WFP, implemented a blanket supplementary feeding program, in addition to the general ration,for all children 6 to 59 months of age. Corn-soya blend (CSB) provided by the WFP was used for blanket feeding as a takehome ration. The daily ration size for each child was 50 g, which provided 190 kcal per day (table 2). In addition, the Ministry of Health has conducted a routine supplementary feeding program with locally produced Thriposha for children aged 6 to 59 months who are below -2 SD of weight-for-age and have growth faltering. Thriposha, which means "triple nutrients," is a precooked, ready-to-eat, cereal/legume/milk-based food that provides energy, protein, and micronutrients (table 2). A difficulty of this program was the irregular supply of Thriposha.
Implementation: Phase 1
At the beginning, all displaced children from Jaffna District living in public places such as schools, churches, temples, etc. (known as Internally Displaced Persons [IDP] camps) were screened. Altogether 60 IDP camps in the Jaffna District were screened over a 1-month period, as described below.
Community awareness. All families with children Community screening and case finding. When a child under 5 years of age was brought to the clinic or a specified location, weight was measured with a UNICEF UNISCALE, and height or (in children up to 2 years of age) length was measured with a height board provided by UNICEF. SAM and MAM children were identified by health workers using a weight-for-height chart prepared according to WHO 2006 standards during the screening, using the following case definitions [5] . SAM is defined as weight-for-height < -3 SD, and MAM is defined as weight-for-height between -2 SD and -3 SD. Colored weight-for-height charts were provided for easy categorization of SAM and MAM children during screening for different schemes to follow-up.
Children over 6 months of age with SAM were recorded in the Nutrition Rehabilitation Program register maintained at the screening sites by the health workers and provided with a Nutrition Rehabilitation Program card. Children with SAM were assessed by health workers for any medical complications, such as no appetite or inability to eat a test dose of RUTF, intractable vomiting, fever > 39°C or hypothermia < 35°C, lower respiratory tract infections according to integrated management of childhood illness guidelines for age, any chest in drawing, severe palmar pallor, extensive superficial infections requiring systemic treatment, very weak, apathetic, unconscious, convulsions, or severe dehydration based on history.
Children with SAM who were under 6 months of age, or who were between 6 and 59 months of age and had any of the above complications, were referred to the hospital for inpatient management under a pediatrician with a referral letter and the Nutrition Rehabilitation Program card. Children under 6 months of age were investigated for failure to thrive by the pediatrician, and appropriate treatment was given to ensure continued breastfeeding. Children between 6 and 59 months of age were given Formula 75 (F75) during the stabilization phase, then Formula 100 (F100) alternating with RUTF during the transition phase (return of appetite and reduced edema or minimal edema) in the hospital. When the discharge criteria were fulfilled, i.e., the child's appetite was good and the medical complications were under control, the child was discharged from the hospital with a referral to the nearest clinic and followed up in the Nutrition Rehabilitation Program with RUTF. Children under 6 months of age were followed up to ensure continued breastfeeding. If breastfeeding was not available or reestablished, infant formula feeding was started under the supervision of the public health midwife.
Children without complications were followed up in the clinic or IDP camp fortnightly and were provided with take-home rations of RUTF. They also received other services (deworming, vitamin A supplementation, age-appropriate immunization, etc.). BP-100 was used as RUTF (table 2). Children below 1 year of age were given BP-100 as a porridge dissolved in boiled, cool drinking water; children above 1 year were given BP-100 as biscuits with an appropriate quantity of water. Mothers or caretakers were given instructions on how to prepare the porridge with boiled, cool water at each feeding. Preparation of the first few feedings was observed by the public health midwife.
Children with MAM were followed up fortnightly and were provided with a take-home daily ration of 100 g of HEBs.
The health workers completed the screening of children in the IDP camps in the district over a period of 4 weeks in March 2007.
Follow-up. The Nutrition Rehabilitation Program centers were established, and operated every fortnight inside the camps where the progress of children was monitored as well. The Jaffna Teaching Hospital provided stabilization care for children suffering from SAM with complications. The child's weight was recorded at each visit on the weight chart provided on the Nutrition Rehabilitation Program card and was used to determine whether the child had gained weight and could be discharged from the program. Height was measured monthly and recorded in the child health development record provided for each child at birth by the Ministry of Health or on the Nutrition Rehabilitation Program card. At each visit, the child was assessed for edema of the feet, loss of appetite, and any medical problems.
Recovery. Ideally, children with SAM or MAM would be followed up until they reached a weight-for-height > -1 SD, at which point they would be considered recovered. However, in the present study, because of the limited quantity of therapeutic food available for children following discharge, children were considered recovered when they reached a weight-for-height ≥ -3 SD for children with SAM and ≥ -2 SD for children with MAM.
Duration. The maximum length of stay in the program was 2 months for children with SAM and 3 months for children with MAM.
Nonresponse. A child whose condition deteriorated and required hospital care, who had weight loss for 2 consecutive weeks or a constant weight for 4 consecutive weeks, or had remained in the program for the maximum period (more than 8 weeks for SAM and more than 12 weeks for MAM) was considered to have not responded to treatment and was referred to the hospital for specialized pediatric care.
Default. Children who were absent for two consecutive distributions (children with SAM) or three consecutive distributions (children with MAM) were considered defaulters and were traced through home visits.
New admissions. Children who met the case definition of SAM or MAM during routine growth monitoring sessions were admitted to the relevant program.
Monitoring. The RDHS and UNICEF continuously monitored the activities through field visits, discussions with field health staff, and review meetings. Monitoring forms were sent to the RDHS on a monthly basis.
National review
The program was implemented in all IDP camps and was reviewed 4 months later in August 2007 at the central level in Colombo. Successes and constraints were discussed, and plans were made to extend the program to the whole district.
Implementation: Phase 2
In September 2007, the Nutrition Rehabilitation Program was extended to the whole of Jaffna District. All families with children under 5 years of age living in the district were informed, as described for the phase 1 implementation. A second mass screening of children took place over 1 month during September 2007 through the district Maternal and Child Health clinics and weighing posts maintained for growth monitoring. Because of the nonavailability of RUTF, both children with SAM and children with MAM were provided with HEBs during the screening. In October 2007, a community-based therapeutic feeding program was initiated using Plumpy'Nut as RUTF. Children with SAM with complications were hospitalized. The progress of the SAM and MAM children was monitored on a fortnightly basis at the clinic or weighing post. All screened children were provided blanket feeding on a monthly basis. New SAM and MAM children were recognized during the routine growth monitoring sessions and enrolled in the Nutrition Rehabilitation Program.
Maintenance phase
A third mass screening was conducted in February 2008. Only routine health programs were implemented due to the nonavailability of HEBs and RUTF. UNICEF withdrew RUTF and HEBs from February 2008 because of the low numbers of SAM cases reported in two consecutive months, a reduction in the number of children with MAM in the program, and difficulties with sea transport.
Children were followed up with routine healthcare in growth monitoring sessions in which weight-forage was measured monthly and height-for-age every 3 months. Children were assessed for weight-for-height, and records were maintained in the clinics. All children were provided with routine growth monitoring and promotion services by health staff every month, coupled with the Thriposha supplementary feeding program for underweight children (< -2 SD weight-forage) and children with growth faltering. The blanket supplementary feeding program with CSB was also continued by the WFP.
At the request of RDHS Jaffna, UNICEF again provided RUTF to maintain Nutrition Rehabilitation Program centers in the main Medical Officer of Health clinics. The district health team conducted screening of all children under 5 years of age every 4 months to monitor the nutritional situation and referred children with SAM to the main Nutrition Rehabilitation Program centers.
Recording and reporting. Nutrition Rehabilitation Program cards were maintained at the individual level, and Nutrition Rehabilitation Program registers were maintained at clinic centers. Public health staff sent biweekly returns to the Medical Officer of Health and monthly returns to the RDHS on new admissions, discharges, average weight gain, defaulters, nonresponders, and number of hospital admissions.
Evaluation Phase (Endline survey)
The Department of Nutrition, Medical Research Institute, performed a cross-sectional endline survey in April 2009, 2 years after implementation of the Nutrition Rehabilitation Program, to study the impact of the program among children under 5 years of age.
Sample size. The sample size was calculated assuming an expected prevalence of acute malnutrition of 15%, based on the latest available 2006/07 Demographic and Health Survey data, with a 95% confidence interval and a 5.6% precision and a design effect of 1.5 [7] . Assuming a nonresponse rate of 5%, a total of 247 children under 5 years of age were included.
Sampling. This was a 30-cluster survey. The smallest administrative units in Sri Lanka (Grama Niladhari divisions) were identified as clusters. Grama Niladhari divisions were randomly selected by using the probability proportionate to size approach. A list of households was obtained in each selected Grama Niladhari division, and every third household was selected for the interview, thus enabling the inclusion of 21 households per cluster.
Data collection. The Public Health Inspectors who performed the anthropometric measurements according to WHO guidelines had training and experience in appropriate measurement techniques.
Anthropometric assessments. All measurements were done according to standardized procedures for measuring height or length and weight [8] . Anthropometric measurements were made with UNICEF UNISCALES and measuring boards. Length was measured for children under 2 years of age. Measurement of hemoglobin. Hemoglobin levels in capillary blood were measured by the HemoCue method in all children selected for measurements except for children less than 6 months of age.
Data analysis
The data were analyzed by WHO Anthro software, using WHO 2006 standards as the reference values [6] . Weight-for-height, weight-for-age, and heightfor-age were calculated to categorize the children into SAM, MAM, and GAM groups. Program coverage was calculated as the percentage of children with SAM or MAM living in a program area who were enrolled in the Nutrition Rehabilitation Program. Recovery rate was calculated as the percentage of children enrolled in the program who recovered, as defined in the Methods section. Nonresponse was defined as stated in the Methods section.
Ethical consideration
Approval to conduct the baseline survey and to implement the Nutrition Rehabilitation Program was obtained from the Secretary, Ministry of Health. Ethical approval for the endline survey was obtained from the Ethical Committee, Medical Research Institute.
Results
A total of 197 field health staff, more than 80% of the existing cadre in Jaffna District, were provided handson training in anthropometric measurements, and 75 public health workers received training on implementation of the Nutrition Rehabilitation Program at the community level. About twenty-one hospital staff were trained on implementation of the Nutrition Rehabilitation Program at the hospital level. Initial capacity-building of the health workers was completed over a 1-month period. Table 2 shows the total nutrients received daily by the SAM and MAM children from therapeutic food and supplementary food. Children with SAM received therapeutic food (BP-100 or Plumpy'Nut), which provided 200 kcal per kilograms to fulfill all daily nutrients needed for a child. MAM children received 67% to 53% of their energy requirements and 80% to 104% of their protein requirements, according to the food-based daily Recommended Nutrient Intake (RNI) for children with MAM [9] , from a daily ration of CSB and HEB. The daily ration of supplementary food provided over 200% of the RNI for iron and vitamin A, 20% of zinc requirements, less than 50% of folic acid requirements, 60% of magnesium requirements, and 0% of copper and selenium requirements, in addition to the family food.
As shown in table 3, during the first screening conducted in March 2007, which covered all IDP camps, a total of 169 (4.8%) children with SAM and 651 (18.4%) children with MAM were identified out of 3,538 children between 6 and 59 months of age. Only two children (0.06%) were found with complications and referred to the hospital. During phase 2 implementation, 85.9% of the children in Jaffna District were screened; 2.8% had SAM and 16.2% had MAM. Only 6 children (0.02%) were referred to the hospital. Altogether 85.8% of the children were screened during the maintenance phase; 1.1% had SAM and 11.2% had MAM, much lower than the percentages found in the first and second screenings. No children were referred to the hospital. The number of eligible children was higher than in phase 2 due to the resettlement program in the district. Coverage of the program was 97.3%, 85.9%, and 85.8% during phase 1, phase 2, and the maintenance phase, respectively.
As shown in table 4, a total of 230 children with SAM were enrolled from March to July 2007 during phase 1 implementation. In addition to those 169 children with SAM identified during screening, new admissions were referred from the growth monitoring clinics. Of 230 children with SAM, 93.9% recovered, and 2.4% did not respond to treatment and were transferred to the hospital for further management. The percentage of defaulters was only 0.9%. No deaths were reported, and no children were found to have edema. The mean duration of stay in the program was 5.1 weeks, with a range of 1 to 8 weeks. No children enrolled in the program were given antibiotics unless they were prescribed by a doctor for a specified illness. The recovery rate of children with MAM was 50.5%. During phase 2 implementation, 1,065 children enrolled in the program up to February, higher than the number (952) found during the screening conducted in September 2007. The overall recovery rate was 89.9% at the end of 4 months. The rate of defaults was 4.8%, and the rate of nonresponse was 5.4%. No deaths were reported. The rate of recovery of children with MAM was 44.6% after 4 months.
During the maintenance phase, 306 children with SAM were found over a period of 4 months. The recovery rate was only 42.5% for children who did not receive therapeutic food, compared with 93.9% and 89.9% who received both therapeutic and supplementary food, and supplementary food without therapeutic food respectively (table 4). The nonresponse rate was 28.1%. The recovery rate for children with MAM was 32.3% without targeted supplementary feeding, compared with 50.5% and 44.6% with targeted supplementary feeding. Table 5 shows the results of the endline survey that was conducted in April 2009, 2 years after implementation of the Nutrition Rehabilitation Program in Jaffna District. A total of 282 children under 5 years of age were included in the survey. Of these children, 9.5% were wasted, 15.2% were stunted, and 14.3% were underweight. Severe wasting was seen in 0.7% of children, with the comparable figures for severe stunting and severe underweight being 1.9% and 1.5%, respectively.
The prevalence of wasting (weight-for-height < -2 SD) was highest during the first 6 months of life (18.2%), increased from 12 to 35 months, declined in the fourth year, and increased again in the fifth year. There was no consistent pattern seen in the prevalence of stunting (height-for-age < -2 SD) with age, and the highest prevalence was observed in the second year. The prevalence of underweight (weight-forage < -2 SD) was relatively low during the first year, but was higher during the first 6 months than in the second 6 months. Thereafter, a consistent increase in the prevalence of underweight is seen with increasing age. The percentages of children with wasting, stunting, and underweight were higher among males than among females.
The prevalence of anemia was 34% among children 6 to 59 months of age and was highest among children 6 to 11 months of age (46.7%). The prevalence was higher among boys (35.7%) than among girls (32.7%). Figure 1 shows the prevalence of wasting, stunting, and underweight before and 2 years after implementation of the Nutrition Rehabilitation Program. The prevalence of wasting was reduced from 18% to 9.6% (47%), the prevalence of stunting from 18.2% to 15.2% (16.5%), and the prevalence of underweight from 30.8% to 14.4% (53.2%). The prevalence of SAM was reduced from 3.5% to 0.7% (80%) and the prevalence of MAM from 14.5% to 8.9% (39%).
Discussion
The integration of the Nutrition Rehabilitation Program into the routine health delivery structure from the beginning, the simplicity of the protocol, the ease of training of health staff in the procedures, and the development of an operational plan to be implemented by busy health staff are among the key factors that contributed to the success of the program. At the beginning, the level of taking anthropometric measurements and nutrition knowledge of the health staff of Jaffna District was good, but it was a challenge to train the health workers with their busy routine schedules due to understaffing.
A nutrition survey carried out prior to implementation of the Nutrition Rehabilitation Program provided good baseline data to measure the success of the program. During phase 1, the program focused on children under 5 years of age in IDP settings, with training of the health staff and close monitoring of the program, which helped to identify operational challenges. Screening of all children in the IDP camps, using weight-for-height as a tool to identify severely undernourished children, made it easy to enroll children in the program. Measuring weight and height or length was not a new procedure for the health workers, because they were already making these measurements as part of the routine growth monitoring process. The Ministry of Health has an inbuilt system for growth monitoring and distribution of supplementary food. Hence, it was feasible to use the same system as part of the Nutrition Rehabilitation Program. It ensured that those children discharged from therapeutic foods would continue with HEBs in addition to CSB and Thriposha. Since the distribution channels were the same (clinic and weighing posts), the program functioned smoothly and successfully.
Repeated screening programs at regular intervals were useful not only to obtain baseline data for the program but also for surveillance purposes, as the screenings covered all children. They helped identify the coverage of the program and defaulters, which helped in conducting the community sensitizations during the program. Although the community screening was considered a lengthy and resource-intensive process, integration into the normal health structure helped to carry out the work without much extra logistics. Rigorous ongoing screening programs further strengthened the coverage of the program. The enthusiasm of the health staff due to the high recovery rate provided further motivation to conduct repeated screening programs. This encouraged the expansion of screening activity to all areas and increasing the frequency of screening activities and therefore coverage and referrals. There were no deaths or cases of edema reported, indicating the low levels of severity of SAM among children in this population. This may have been due to high coverage and utilization of health services. All children who underwent screening were provided with blanket feeding with CSB, which also indirectly promoted screening. As a result, they were willing to come for repeated screening sessions without much resistance.
In the national review, high-level officers valued the work of the district health workers. This enhanced the morale and performance, and hence there was a positive effect on the number of admissions, frequency of early presentation, program coverage, and program impact. It also demonstrated the need for coordination at different levels to obtain support of all the partners toward building sustainable capacity at both the national and the district levels.
The free health services, good access, high literacy rate of the mothers, and health-seeking behavior of the mothers contributed to the low number of children with complications who required admission to the hospital. Mothers fully cooperated in enrolling their children in the community-based feeding program.
The supplementary feeding program has been operating in the country for over 30 years, targeting moderately and severely underweight (< -2 SD of weight-for-age) children aged 6 months to 5 years. Regular monitoring of the nutrition status of the children took place on a monthly basis during growth monitoring sessions when weight-for-age and heightor length-for-age was measured. The existing supplementary feeding program has not shown much impact due to many factors, such as sharing among household members, noncontinuous supply, low ration size, etc. However, it helped in the success of the Nutrition Rehabilitation Program due to continuous supply, high ration size, and prevention of sharing due to blanket feeding with CSB. It further demonstrated the slowing down of the recovery rate with blanket supplementary feeding programs when the targeted feeding was withdrawn. It further revealed that the existing supplementary feeding program run by the Ministry of Health (Thriposha) can be targeted to get better results.
In order to maximize impact, programs need to have both high coverage and high recovery rates. The Sphere recommendation states that standard coverage for therapeutic feeding programs must be 50% for rural populations, 75% for urban populations, and 90% for camp populations, as a key indicator of program performance [10] . The Nutrition Rehabilitation Program in Jaffna District revealed that coverage was 97.3% for IDP camps and 86% for the whole district, indicating how well the program has met needs. Programs implemented in other countries have shown that high-quality programs have both high coverage and high recovery rates, which further emphasizes the quality of our program [11] [12] [13] [14] .
In the district-wide nutrition survey conducted 2 years after implementation of the program, the prevalence of GAM in Jaffna District stood at 9.5%, with a 0.7% prevalence of SAM, as compared with the national averages of 12.7% and 3%, respectively [15] . The survey showed the lowest rates of acute undernutrition in the country. Conversely, anemia prevalence stood at 34%, which is higher than the national prevalence of 25%, in spite of the provision of more than 200% of iron and vitamin A requirements through the supplementary food. Deworming programs were continued in the district, as routinely. The high prevalence of anemia may be due to the high phytate content of the typical diet of the residents of Jaffna District, who are mainly vegetarians with a staple diet of rice. Therefore it is important to investigate further to identify the causal factors of the high prevalence of anemia.
The program provided an opportunity to advocate for the Ministry of Health to incorporate the requirements for quality management of SAM within the departmental policies and plans of action. Partnership between the Ministry of Health and UNICEF and the WFP strengthened capacity development and other logistics. Collaboration between the curative and preventive sectors within the Ministry of Health improved the situation of children in the long run, enhancing community awareness and stressing the importance of breastfeeding, proper infant and young child feeding, and child-care practices. It indicated success of the sustained support from the hospital and the integration of both curative and preventive services for one target.
Adoption of the national guidelines, coordinated plans of action, and printed materials used in the Nutrition Rehabilitation Program, integration into ongoing growth monitoring and promotion of the programme provided an easy way to roll out to other districts.
The nutrient composition of the supplementary food was not adequate to meet the RNIs of children with MAM, which highlights the need for proper supplementary food for children with MAM.
Conclusions
The Jaffna Nutrition Rehabilitation Program achieved a good short-term impact with high coverage and good recovery rates for children with acute malnutrition. The program clearly demonstrated that proper targeting of feeding programs can reduce acute malnutrition within a short period of time. Implementation through the health structure leads to the sustainability of the program. The program revealed the potential for multipartner coordination in addressing acute malnutrition. The Nutrition Rehabilitation Program in Jaffna provided good lessons and a framework for the establishment of a national program throughout Sri Lanka, where there is a high prevalence of SAM and MAM. It is recommended to extend a similar program to other districts with high prevalence rates of SAM and MAM to reduce the burden of acute malnutrition in Sri Lanka, which is considered high according to WHO standards and has remained constant for the past 20 years.
